Background: Africa has had poor returns from integration with world markets in globalisation, has experienced worsening poverty and malnutrition and has high burdens of HIV and communicable disease, with particular burdens on women. It is therefore essential to describe the impact of globalisation on women's health. Indicators such as the Millennium Development Goals (MDGs) are presented as having a major role in measuring this impact, but an assessment of the adequacy of aggregate national indicators used in monitoring the MDGs for this purpose is lacking. Methods: The Millennium Development Goals' panel database 2000 to 2006 was used to investigate the association between globalisation and women's health in Sub-Saharan Africa based on various determinants of heath. Out of the 148 countries classified as developing countries, 48 were in Sub-Saharan Africa. Results: Results suggest that developing countries are becoming more integrated with world markets through some lowering of trade barriers. At the same time, women's occupational roles are changing, which could affect their health status. However, it is difficult to measure the impact of globalisation on women's health from the MDG database. First, data on trade liberalization is aggregated at the regional level and does not hold any information on individual countries. Second, too few indicators in the MDG database are disaggregated by sex, making it difficult to separate the effects on women from those on men. Conclusions: The MDG database is not adequate to assess the effects of globalisation on women's health in Sub-Saharan Africa. We recommend that researchers aim to address this research question to find other data sources or turn to case studies. We hope that results from this study will stimulate research on globalisation and health using reliable sources.
Introduction
Although Africa is becoming more integrated with the world markets due to economic globalisation, it is performing poorly in the Millennium Development Goals (MDGs), suggesting net ''losses'' from globalisation [1, 2] . The number of extremely poor people (living on less than $1 (E0.67) a day) has been decreasing since 1990 in all regions except Africa [2, 3] . After a long negative trend in foreign direct investment (FDI) during the 1970s and 1980s, Africa is experiencing an increase in foreign direct investment; $18 billion flowed into the region in 2004, three times the average annual rate in the 1990s [4] . Various incentives have been created to promote investment, including the set up of export processing zones (EPZs). However these investments are still concentrated in a few countries and are, for the most part, associated with mineral extractions and oil investments. The overall impact of these investments is therefore uncertain [3, [5] [6] [7] .
Globalisation is a term with multiple, contested meanings, but for the purpose of this paper is defined as ''a process of greater integration within the world economy through movements of goods and services, capital, technology and (to a lesser extent) labour, which lead increasingly to economic decisions being influenced by global conditions'' [8, 9] . The advantages and disadvantages of globalisation are disputed. Most economists tend to take a macro-perspective when evaluating the effects of globalisation. Many focus on the positive effects of globalisation on macroeconomic indicators such as economic growth [10, 11] . Others, however, point to evidence of relatively poor performance even on these macroeconomic indicators and are concerned that aggregate figures hide negative effects on vulnerable segments of the population [12] [13] [14] [15] .
In 2000 concerns about poverty and commitments to key areas of social and economic development were consolidated in the Millennium Development Goals (MDGs). The MDG Declaration calls for halving the number of people living on less than $1 a day by the year 2015. This effort also involves finding solutions to hunger, malnutrition and disease, promoting gender equality and the empowerment of women, guaranteeing a basic education for everyone, and supporting the Agenda 21 principles of sustainable development. The United Nations started a new database freely accessible over the internet to monitor and quantify the outcomes related to MDGs [16] .
The MDGs do not claim to track the effects of globalisation per se, but do claim to follow developmental indicators that are directly related to globalisation's spread, and in particular the distance of the gap between genders over time. A paucity of research exists about globalisation's effects on a number of women's health issues, including the spread of communicable disease, reproductive, nutritional, and occupational health [17] . Yet, women's health as an outcome of gender equity is often referred to in the context of globalisation when referring to the MDGs. An information campaign released collaboratively by the United Nations Development Programme (UNDP), the United Nations Development Fund for Women (UNIFEM), the United Nations Population Fund (UNFPA), the World Bank, and the Organisation for Economic Co-operation and Development/Development Assistance Committee (OECD/DAC) network on gender equality [18] states that selected actions to promote gender equality in delivering the MDGs include programmes for sexual and reproductive health and a reduction in violence and sexual harassment, as well as greater female involvement in infrastructure and public service planning. The described prospective impacts included an improvement in maternal and child nutrition, a reduction in the risk factors for maternal mortality, and greater control over management of natural resources, with more opportunities to benefit from globalisation. This portrays the MDGs as indicators, surrogate or otherwise, of globalisation's effects on gender equality and in turn women's health. It also states that:
''Improvements to health are as dependent on better housing and environmental conditions and a better-educated population as they are on improved medical and clinical services,'' and that such ''synergies are characteristic of the MDGs themselves. Progress in one area will often support progress in others.'' This paper attempts to establish if the MDGs can in fact reasonably represent the effects of globalisation on women's health in Sub-Saharan Africa (SSA). The main aim is to investigate the extent to which data aggregated on the national level in the MDG database are able to capture these effects on women's health in a specific region, rather than globally.
To address the effects of globalisation on women's health, first we describe some mechanisms through which globalisation may affect women's health. Secondly, we present the indicators available in the MDG database and show summary statistics of key variables. Finally we discuss whether the existing data can be used to econometrically estimate the effects of globalisation on women's health.
Globalisation and women's health -potential mechanisms
In this paper we propose and demonstrate two possible mechanisms through which globalisation may influence women's health. It is plausible that trade liberalization influences women's occupational roles and women's occupational roles affect the food security and nutrition of the household.
In SSA, women predominantly work in the agricultural sector [19] . Women are responsible for 80% of food production in Africa, including the most labour intensive work such as planting, fertilizing, irrigating, weeding, harvesting and marketing. Women also provide the majority of largely unpaid domestic labour and caring for ill and dependent family members. Trade liberalization has affected these occupational roles [20] . As SSA has become more integrated with the rest of the world through liberalization of exchange of goods, services and capital flows and deregulation of labour, the structure of the labour market has changed.
In the agricultural sector, two key changes are taking place. First, trade is increasing competition between producers, making greater specialization in production more profitable, with shifts towards increasing capital intensive, less labour intensive production [21, 22] . This includes advances in genetically modified crops, which in some crops have been shown to increase yields through resistance to weather or pests (see for example [23] ), although there are claims of similar yields from organic farming methods with less harm to biodiversity and seed stock. The prohibitive capital costs for genetically modified seed and other such methods have kept their use among small-scale farm operations minimal in SSA (with the exception of South Africa), further allowing large-scale farms to increase profitability in comparison to small-scale farming. In theory, liberalization lowers barriers to trade, stimulating agricultural exports. However, in practice tariffs and subsidies to agriculture in developed countries have weakened exports from low income countries, while cheaper imported goods have undermined local production in Africa, especially for female small-scale food producers. This underinvestment locally leads to a decline in agricultural productivity as larger export-oriented farms become more prominent with a focus on mono-cropping, shifting smaller-scale subsistence farming to less fertile lands, and reducing local crop varieties, all with negative consequences for nutrition [21] . The trend towards large-scale export-based agriculture also often leads to increased prevalence of non-regular or seasonal employment, typically characterized by low or irregular incomes, long working hours, and unsafe or unhealthy working conditions. As women are the preferred source of workers for this type of employment [24, 25] , negative effects on their health may be further augmented.
Second, uneven trade liberalization increases the incentive for export and import firms, while small-scale farmers seek new job opportunities, such as through trading, and various forms of informal and insecure employment, including in manufacturing [26] . As women move away from domestic food production and seek work outside the agricultural sector to earn the income necessary to purchase food, nutritional health may suffer additionally due to increased transport requirements in addition to preexisting household responsibilities, leading to exhaustion and protein energy malnutrition [27] [28] [29] . Unemployment among males, while between jobs, may also increased male alcoholism, domestic violence and other forms of violence against women [30] .
One example of changing labour markets is the growing number of export processing zones in SSA. EPZs are a part of a phenomenon that with a broader definition are called Free (Economic) Zones. Since the 1970s, the number of free zones has increased from 80 zones in 30 countries to more than 2,000 separate zone projects (of which about 70 are in Africa) in more than 120 countries, employing more than 50 million people worldwide (30 million of which are employed in China. No figures are available for SSA).These zones are often characterized by a geographically limited area, with single administration and purpose-built facilities, tax incentives, and sometimes deregulated employment conditions, although wider recent trade liberalization across the economy has made such enclaves less unique [31] . EPZ forms often focus on manufactured products produced for an export market and are thus located close to major ports and/or airports. They predominantly employ female workers under insecure employment contracts, and although they may provide higher wages than other sectors, this is often through piece wages based on work outputs and with lower provision of social benefits [32] . Such rapid economic restructuring has a significant relationship with high rates of depression, anxiety and somatic symptoms, low education, and poverty, particularly in females [33, 34] , especially since they are disproportionately represented in lower-skilled positions within the informal sector where reduced autonomy over their work schedule and pace of work contributes more significantly to depression and anxiety [35] . Living conditions near such EPZs are also often of poorer standard, crowded and unplanned, with substandard infrastructure for sanitation, water and food preparation. These provide ideal conditions for the spread of infectious diseases, leading to the possibility that employees working temporarily or informally are more likely to be exposed to disease vectors.
Trade liberalization-associated market reforms have implications for healthcare services, through an increase in commercialization and privatization of services, including user-fee charges and out of pocket spending on health care [36] . This has been associated with reduced access to care for poor households, with consequent increases in the role women have in caring for dependents [37] . Reduced public expenditures in health care may reduce access to treatment of mental health-related issues (which are often somatically manifested) including access to essential medication and rehabilitation. Given that there are elevated rates of depression in women compared with men, likely exacerbated by their work forms, this is a potentially destructive force on women's health. The same weakening and/or restructuring of the public healthcare system may cause women to postpone pregnancy-related advice and care or treatment for a number of infectious diseases including malaria, due to the increased burden of caring for sick members of the family or community, as well as reduced access or increased charges for ''price sensitive'' reproductive and maternal health services [38] . Ghana and its ''cash-and-carry'' system under the previous government is a case in point.
Hence, globalisation is affecting women's occupational roles through various complex changes in the labour market. In the present paper we demonstrate three important trends: (i) a change in the traditional jobs in the agricultural sector, (ii) a shift from the agricultural sector into other types of employment, often less secure, and (iii) an increase in unpaid social labour.
Methods

The MDG database
The United Nations Statistics Division, in close collaboration with agencies and organizations within and outside the UN started a new database freely accessible over the internet [11] . The figures presented in the database are compiled adjusted for comparability by specialized agencies within their area of expertise. They are drawn from national statistics provided by governments to the international statistical system -the United Nations Statistics Division and the statistical offices of the various agencies. In some instances, countries do not produce the data required for the compilation of the indicators. When this occurs, agencies make estimates based on data available on related variables or other methodologies.
The MDG database is a panel dataset where the same countries and indicators are observed on a yearly basis. The data are now available from 2000 to 2006, and for some countries and some variables the data are available back to 1990. Out of 148 countries classified as developing countries in the MDG database, 48 are in Sub-Saharan Africa.
There are eight Millennium Development Goals, which are divided into 18 targets. Each of these targets is related to a number of measurable indicators, 48 in total. For the purpose of this paper, MDG 3 and MDG 8 and their related targets and indicators are of primary interest.
Results
Table I presents the MDGs and the associated targets that are of particular interest to this paper. Some indicators from MGD 1 ''Eradicate extreme poverty and hunger'' and MDG2 ''Achieve universal primary education'' contain indicators that are of interest. However, the main indicators of relevance for this paper lie in MDG3 ''Promote gender equality and empower women,'' (four indicators) and MDG8 ''Develop a global partnership for development'', and in particular sub-target 12: ''Develop further an open, rule-based, predictable, non-discriminatory trading and financial system'' (four indicators).
Table I also contains the indicators in the MDGs that potentially could be used to investigate the relationship between globalisation and women's health. It is divided into the MDGs, their indicators, and focus area.
Other MDG indicators may also be useful in the assessment of women's health. The indicator ''access to safe water'' under Goal 1 reflects the level of primary healthcare services, impacting on women's domestic time. In Goal 5, the proportion of maternal births attended by skilled health personnel could be regarded as an indicator of healthcare access linked to women's work in unpaid caring. 
Summary statistics
This section presents summary statistics over regional trends in six of the key indicators . Tables II and III support the hypothesis that there is a globalisation process affecting the developing countries. Table II shows how imports to developed countries from developing countries have evolved over time. Imports are to an increasing extent admitted free of duty, indicating a reduction in barriers to trade from poorer countries. This reduces the prices of goods produced in developing countries, stimulating exports to developed countries. The removal of oil from the timeline in (b) shows, however, an essentially stable import proportion from less developed countries (LDCs) of non-oil/arms products, e.g. textiles and agricultural products. Developing countries have seen much larger growth than LDCs, suggesting that the poorest countries have not improved their export performance relative to their developing country counterparts. Table III presents average tariffs imposed by developed countries on agricultural products, textiles and clothing. There has been a trend towards lower tariffs in textile and clothing for developing countries including LDCs, especially after 2002. This confirms that trade barriers hindering exports from developing countries are being lowered in these two areas. Tariffs on agriculture have, however, generally changed little since 1998 for developing countries, especially LDCs, indicating that trade barriers continue to exist for agriculture more generally.
The information does not cover enough years to test whether these trends are statistically significant. The MDG statistics presented in Tables II and III do indicate that globalisation is affecting developing countries, although with less trade stimuli for LDCs than developing countries and less for agriculture generally than for specific textile and clothing products. This data is aggregated to the level of all ''developing countries'' and all ''developed countries'' and is not available on a country by country basis or even on a regional basis. We cannot, therefore, draw any conclusions about SSA specifically. Furthermore, there is no data showing tariffs or other trade barriers restricting imports to developing countries. The existing data on barriers to trade on exports from developing countries give us a limited view of the globalisation trends affecting Sub-Saharan African countries.
Other indicators in the MDGs are disaggregated by region and country level. Tables IV to VII show trends in indicators on a regional level desegregated by sex. This allows us to compare the development in SSA to other developing and developed countries regarding education, literacy rates, participation and political representation.
Tables IV and V are related to education. The ratio of girls to boys in primary education has increased in SSA from 0.84 in 1991 to 0.89 in 2004 (Table IV) . The literacy rate among women in SSA has increased from 59.8% to 68.4% and the literacy rate among women is increasing faster than the literacy rate among men, although the literacy rate among men is still higher at 74.9% in 2000 (Table V) . The 2004 outcome for SSA on primary education of 0.89 is similar to that for LDCs of 0.88, while the ratio for literacy for SSA is higher than that for LDCs. This suggests that while shorter term inputs such as literacy have improved for females, more sustained interventions such as primary education have showed slower gains.
Table VI is related to women's occupational roles. In Sub-Saharan Africa, the share of women in non-agricultural employment has increased steadily, but slowly, from 32.4% in 1990 to 35% in 2004. This development is in line with what can be expected from globalisation, but the shift from agricultural employment seems slower in SSA than in many other regions of the world, notably eastern Asia and Latin America. The shifts towards openness in areas like textile and clothing thus appears not to have been associated with significant increases in opportunities for non-agricultural employment.
Finally, Table VII demonstrates a positive development in female political representation in SSA. The number of seats in national parliament held by women has increased from 7.2% in 1990 to 16.2% in 2006. This is the strongest increase in any region of the world and brings SSA close to the world average There is no evidence to link this to wider gender empowerment, although research shows that the share of women in parliament is associated with better measurement of gender empowerment, even though the mechanisms for this are unclear [12] .
Discussion
In this paper we have shown that the MDG database has rich data. However, using the MDG data is not sufficient to analyze the association between globalisation and women's health in SSA. First, there are too few indicators that measure globalisation; second, data is not disaggregated by country or by region (e.g. SSA) and few indicators are disaggregated by sex. The data show that there is a trend towards lower tariffs in textile and clothing, but with little change in tariffs on agriculture in low income countries (many of which belong to SSA).
Are the MDG indicators sufficient? What are the insights for case studies?
It is an econometric challenge to evaluate the impact of globalisation on women's health. This paper has raised an idea on how we could attempt to answer this question by dividing the overall question into a number of more direct questions. Those questions, in turn, could be evaluated with econometric methods described in previous sections. We have shown that it would be very difficult to establish a causal link between trade liberalization and women's occupational roles, but that it could be done -provided that the right data are available. The existing MDG indicators comprise a very valuable dataset. Several international agencies have cooperated to systematically gather data to monitor the progress of the MDG. However, for two major reasons, the data is not appropriate to evaluate the relationship between trade liberalization and women's health: (1) there are only two indicators related to globalisation and they are not disaggregated to country level; and (2) few indicators are disaggregated by sex.
First, the data on trade barriers that could be used as indicators of globalisation are not available on country by country basis or even on a regional basis. Instead, the data are aggregated to the level of all The existing data on barriers to trade on exports from developing countries will provide an incomplete view of the globalisation trends influencing SSA countries. Second, most data in the MDGs is not disaggregated by sex. The third MDG is to ''Promote gender equality and empower women''. The accompanying measurable target is to ''Eliminate gender disparity in primary and secondary education by 2005, and in all levels of education no later than 2015''. The four indicators related to this target (see, Table I ) have data disaggregated by sex. In addition to the four indicators related to MDG3 (gender empowerment), only another three variables are related to women;
(1) maternal mortality ratio, (2) HIV prevalence among pregnant women aged 15-24, and (3) unemployment rate of young people aged 15-24 years, for each sex and total.Considering that gender equality is one of the targets, it is surprising that only seven out of 48 indicators are gender-related. It would have been natural to have all indicators that are on an individual level to be disaggregated by sex. That would have greatly facilitated the possibility to monitor the third MDG and it would have been a highly valuable data source for researchers. Hence, for the purpose of this study, there are not enough control variables disaggregated by sex. Even if we had found appropriate indicators of trade liberalization, the data would not have permitted a serious analysis since too few variables are available for men and women separately.
The aim of this study was to investigate whether we could use the MDG indicators to estimate how globalisation affects women's health. This review of existing MDG data show that it is not possible. The logical follow-up question is: Is it possible at all? There are more appropriate data available in other data sources monitored by large international organizations. These include the Sen Welfare Index (see [39, 40] ) reported by United Nations Conference on Trade and Development, which integrate income/ consumption distribution as well as male:female income ratios with existing MDG indicators. As these are both important aspects of gender and social equity, they provide further insight at country level. Indicators of south-south trade and trade between developing countries, such as with SSA countries and between SSA countries and China (the latter is still not considered a developed nation in most statistics), should also be included, as these trade interactions are rapidly rising as a share of world trade, but are not currently included in MDG 8.6 and 8.7. Given that trade relations and the nature of goods and services traded between low and middle income countries may differ from that between high income countries, it is important to monitor these interactions in any dataset if an accurate picture is sought of how comprehensive trade is affecting the country. Other examples of potentially valuable indicators monitored by international organizations across countries include the number of health workers trained in-house/abroad and the movement of health workers between countries, especially from low to high income countries (monitored by the World Health Organization); access to health care (that is, the percent of the population that can reach appropriate local healthcare services by local means of transportation in no more than one hour, monitored by the World Bank and the UN), food production per person (monitored by the Food and Agriculture Organization and World Food Programme), the public and private spending on agricultural and manufacturing research and development, and the grants to small-scale producers for improved farm or manufacturing technology (monitored by the International Food Policy Research Institute).
Using these additional data sources, it may be possible to improve the quality of the panel dataset used to address the question of how globalisation affects women's health. The econometric difficulties related to establish causality would still remain, but there would be an improvement in the specificity of indicators of globalisation that may be associated with health outcomes.
Two alternative strategies can be used to conduct empirical studies; population surveys and case studies. Larger population surveys at the country level could potentially be used, such as census, and intercessor household surveys implemented in SSA countries. These would offer the advantage of individual or household level data. These do, however, suffer from not having access to repeated observations of the same individuals over time. Case studies would have to be limited to a specific area and time, but it would be highly valuable in identifying various mechanisms through which trade liberalization affects, for example, women's occupational roles.
Although there are considerable differences between cross-country studies using macro-level indicators such as the MDG and case studies, a few suggestions could be made on how to design case studies using the information in this paper. Case studies should ideally include the following ingredients: (1) a well-defined research question; (2) a dataset consisting of individuals that in some way are involved in the changes taking place in the labour market due to globalisation; (3) include a sample of at least 50-200 individuals; (4) the means to follow the same individuals over time, preferably for two to five years; and (5) the collection of a large amount of background information on the individuals to control for confounders.
Can the association between globalisation and women's health be empirically evaluated?
It is not straightforward to investigate empirically the relationship between globalisation and women's health. Any empirical specification will fall short of capturing the full complexity of the matter. Focusing on the MDGs constrains the analysis even further when empirically evaluating the two mechanisms as discussed in the previous section, namely is the impact of trade liberalization on women's occupational roles, and how women's occupational roles affect the food security and nutrition of the household.
There is a large body of literature attempting to estimate the relationship between globalisation and economic growth [10, 11] , which provide valuable information on empirical specifications. This literature suggests econometric models and discusses the difficulties associated with estimating these types of relationships. The MDG data are aggregated to the national level and include data on exports and imports, economic growth, and changes in trade barriers. Thus, various measures of openness to trade may reflect the degree of globalisation in a country.
The empirical method used is commonly a ''dynamic panel data'' model. Panel data, also referred to a longitudinal data, require observations of the same entities over several consecutive years. In our case, it would require data on the same countries over extended periods of time, preferably 10-20 years. The word ''dynamic'' refers to the inclusion of lagged variables i.e. the same variables for previous years. It is plausible that measures of globalisation, such as net foreign direct investment (FDI) flows, can affect the economy over several years. For example when net FDI is included as a lagged explanatory variable, net FDI should not only be included in year t but also in year t-1 and t-2 in order to capture long-term trends.
Given that we have a panel dataset, there are difficulties associated with finding good measures of trade liberalization. The research literature on globalisation and economic growth describes these problems. For example, Rodriguez and Rodrik [10] point out the key problem that the indicators commonly used for trade liberalization are highly correlated with other sources of poor economic performance. One measure of openness to trade is average tariff rate, calculated by dividing total import duties by the volume of imports, and another is a coverage ratio of non-tariff barriers to trade. For example, the measure non-tariff barriers to trade include fees and excessive regulations (i.e. red tape), which may be correlated with measures of corruption. While cross-country analyses of corruption need to be interpreted with caution due to problems of definition and measurement, there is research that suggests a negative association between corruption and investment or economic growth [41] . Evidence and analysis from other panel datasets [42] has been used to argue that corruption significantly reduces the level of trade openness and increases the risk of non-compliance with trade contracts. In these studies it has been suggested that the level of corruption in an economy can serve as a proxy for susceptibility of governments to lobby pressures (typically from more powerful lobby groups and larger producers), resulting in biased and harmful trade policies, reducing trade-GDP ratio and reducing the concern for social welfare. Furthermore, studies have found strong associations between poverty and corruption [43] . While these associations cannot be used to infer causality, it can be postulated that if trade leads to increased inequalities, with groups in society that lose from liberalization such as small-scale farmers, such economic inequality itself may provide fertile ground for corruption (see for example, [44] ) and, in a vicious cycle, lead to further inequalities. It is thus argued that a more widely accepted and used measure of corruption is needed to fully understand the effects of globalisation on the health and welfare of a region's population, particularly for disadvantaged people. The MDGs do not, however, include monitoring of corruption.
For small countries, globalisation could be seen as a phenomenon that the country itself cannot influence and it would therefore be exogenous. For small exporting countries, international factor prices that will determine the quantities of exports and imports can reasonably be assumed to be given. However, the timing of trade and financial market liberalizations can (at least partially) be determined by the country itself and may therefore not be totally exogenous. In other words, the timing of trade and financial market liberalization would be correlated with other events that we do not have information about. Hence, whether we can test the relationship between globalisation and women's occupational status will depend on the type of data that is available.
From this literature we learn that to employ the MDGs to establish a causal link between globalisation and women's occupational roles, three criteria need to be satisfied: (1) a rich panel dataset on the same countries over many subsequent years (preferably 10-20 years); (2) measurement of globalisation that is not related to other factors that could influence the dependent variable; and (3) a large set of control variables that can be correlated with the dependent variable.
Conclusions
Can we use the MDGs to investigate how globalisation affects women's health in Sub-Saharan Africa?
The answer is no. This review has highlighted some of the difficulties associated with using data aggregated to the country level to assess outcomes on a specific segment of the population. Although the MDG indicators provide highly valuable data, it is clear that the indicators are not sufficient to attempt an econometric analysis of the question we aim to address.
As an alternative, we believe that there is scope for case studies on this matter. Carefully designed case studies would greatly enhance our understanding of how women's occupational roles change as countries in Sub-Saharan Africa become more integrated with the world markets. How do new jobs in the manufacturing sector affect women's income, their health and their empowerment? Subsequent integration of the additionally suggested measures to such case studies would provide a more accurate answer to this question.
Finally, what can we say using the data available in the Millennium Development Goals? First, the data indicate that some trade barriers facing developing nations have been reduced in the past 15 years, although less so for LDCs and for agricultural sector tariffs. There is evidence of a slow increase in the share of women in non-agricultural wage jobs in Sub-Saharan Africa, but it is unclear what types of jobs these are and how they compare to agricultural jobs in terms of job security, income and working conditions. Second, women's literacy rate and political representation have improved in Sub-Saharan Africa, and the gap between men and women in these areas has decreased, although there has been less improvement in gender equity in primary education enrolment.
We were not able to assess changes in access to healthcare services, another important dimension of globalisation, especially considering the already far-below average performance of the SSA countries as a group. Currently, some individual countries are even seeing negative reductions in maternal mortality, which is predicted by skilled delivery personnel, life expectancy, national economic wealth and health expenditure per capita [45] . Despite the inclusion of some of these measures in international organizations' monitoring, data is widely considered to be uncertain and only classified at the country level by threshold (very high, high etc.) in monitoring MDG 5 [46] . This further elucidates the difficulty in responding to the MDGs for such essential issues for women's healthcare data, and more so in relation to the effects of globalisation.
In this paper we were not able to assess changes in access to healthcare services, which is known to be another important dimension of globalisation. We believe that some additional parameters monitored by international organizations could be included to support this assessment. As the present paper shows, despite its policy significance as a global dataset, the data available in the MDGs do not allow us to evaluate the relationship between globalisation and women's health, nor to examine the gender distributional effects of public policy decisions on trade barriers or health service access. While some indicators seem to be going in the right direction, too slowly, but steadily, these gains are less evident for the lowest income countries and less evident in areas such as agricultural production and primary education where the impact on lowest income households and women may be greatest.
